Professor R S Iilingworth (Sheffield) The Tonsillectomy Problem
The Quarterly Cumulative Index Aledicus in the ten years from 1947 to 1956 listed approximately 1,200 papers concerning the tonsil and its removal. Tonsillectomy continues to be a popular operation, though many argue that it is an operation which is carried out far too frequently. The number of tonsillectomies in National Health Service hospitals in England and Wales in 1954 was about 226,211. This does not include those carried out in nursing homes (Minister of Health 1955) . It is estimated that the cost to the Health Service was about £3,000,000. According to Bakwin (1958) about two million tonsillectomies are carried out each year in the United States, at a cost of about £60,000,000.
The interesting figures given by Glover (1948) concerning geographical variations in the incidence of tonsillectomy are well known. The Chief Medical Officer of the Ministry of Education has supplied similar figures (1958) . In his 1958 report he indicated that at East Ham 51 times more school entrants have had their tonsils removed than those at Merthyr Tydfil: at East Ham 32 times more school entrants have had their tonsils removed than those at St. Helens. As for school leavers, there are similarly odd findings. A child at Bournemouth is six times more likely to have had the tonsils out than one at Bootle, and more than twice as likely to have had the operation as a child living in Sheffield. Miller et al. (1960) , in their Thousand Family Survey at Newcastle upon Tyne, mentioned a further odd statistical finding, namely that circumcised boys were more likely to have had their tonsils removed, especially early in childhood, than those who had not been circumcised. Before the fourth birthday, tonsillectomy had been performed in 15% of the circumcised boys, as compared with only 2 % of the uncircum-cised. This finding is similar to that of Binning (1950) , who studied the incidence of tonsillectomy in 263 children who had had the appendix removed, and in 6,254 who had the appendix intact: the percentage of the former group which had had the tonsils removed was twice as great as it was in the controls. Glover (1948) found that tonsillectomy was more common in the well-to-do than in the poor. Douglas & Blomfield (1958) , in their study of children under 5, found that many fewer children of unskilled workers were admitted for tonsillectomy than children of black-coated or professional parents.
Indicationsfor Tonsillectomy
The Chief Medical Officer of the Ministry of Education (1954) wrote that the overwhelming numbers of tonsillectomies are carried out because it is the wish of the parents, or because the tonsils are enlarged, or because of frequent upper respiratory tract infections. I shall begin my discussion of the indications with these three reasons for operation.
(I) The wish of the parent: In my opinion it is altogether wrong to perform an operation on a child because the parents want itexcept, I suppose, for racial reasons in the case ofcircumcision. The child should always be considered first and foremost. It is he who has to bear the consequences and possible complications of the operation.
(2) The tonsils are enlarged: Size has nothing to do with the matter unless the tonsils are so large that they are causing respiratory obstruction, and that is very rare. It is commonly forgotten that tonsils are usually large between the age of 5 and 7 years, but they become smaller as the child grows older. likely to be infected tonsilsa wholly erroneous idea.
(3) There are frequent infections ofthe upper respiratory tract: It has been abundantly shown that the removal of tonsils does not reduce the incidence of colds, and it is very difficult to think of any reasons why they should.
The work of Kaiser concerning the frequency of colds in relation to tonsillectomy is well known. McCorkle et al. (1955) found that the attack rate for common respiratory diseases was the same in those with tonsils as in those without, and did not change after tonsillectomy.
I cannot see why the removal of tonsils, leaving other lymphoid tissue behind (perhaps to undergo compensating hypertrophy), should make any difference to the frequency of colds. Perhaps it is thought that there is a nest of viruses in the tonsils, but not in the adjacent lymphoid tissue, and that all one has to do to stop colds is to remove the nest. It is as scientific as the idea that one will catch cold if one's feet get wet.
A major difficulty in the assessment of the value of the operation is the obvious fact that a child is older after the operation than before. In other words, any possible reduction in the incidence of infections after the operation may be due to the natural history of such infections, for it is well known that most children acquire a natural immunity to them within two or three years of starting school.
One certainly cannot depend on the opinion of parents with regard to possible improvement after operation, because of the'well-known lay belief in the magic of medicine and surgery. Objective assessment of the frequency of infections is essential.
With regard to the incidence of tonsillitis and otitis after the operation, Miller et al. (1960) found that the operation was followed by a fall in the previous rate of tonsillitis and. otitis, but the incidence was still higher than that in children on whom no operation was performed. 17 of 25 children who had had previous otitis continued to have further attacks of otitis after the operation up to the eighth birthday.
It seems reasonable to suppose that it would be useful to relate the effect of tonsillectomy to the presence or absence of ha!molytic streptococci in throat swabs, or to the ASO titre, and to study these after the operation as well. Chamovitz et al. (1960) , in an army study, showed that there was no difference in the incidence of streptococcal infections in those with and without tonsils, and that tonsillectomy did not decrease the risk of streptococcal infection. I do not know of a study comparing the effect of continuous prophylactic penicillin therapy in the treatment of persistent streptococcal infection with that of tonsillectomy.
(4) The tonsils are infected: Epstein (1937) showed that in fact one cannot determine by inspection whether the tonsils are infected or not. In a study of 540 children he showed that there was no correlation between the size of the tonsils and the result of the operation; between the size of the crypts and the amount of debris expelled and the results; between buried tonsils and others with regard to the severity of the pre-operative symptoms and the results; between the opinion of the pediatrician and the ear, nose and throat surgeon; and the appearance on histology or the results. It is usually agreed that caseous material expressed is merely epithelial debris. How many have histological studies done on tonsils, and how many pathologists agree on the interpretation of the histology?
(5) There are enlarged cervical lymph nodes: Unless they are suppurating or about to do so, I cannot see why it matters. In any case, most children have palpable cervical lymph nodes, and a satisfactory definition of 'enlarged' lymph nodes is difficult.
(6) Other reasons: Ersner & Lerner (1956) provided a long list of indications for tonsillectomy. The list included pigeon breast, high arched palate, pyelitis, enuresis and nightmares. They added 'An indication often overlooked is retarded mental development due to anoxaemia'. I feel that comment is superfluous.
(7) When in doubt, the tonsils should be removed: It is true that in any branch of medicine, when we do nothing we have to be sure that it is the right thing to do nothing. Therapeutic nihilism can go too far. On the other hand it is well known that if there is a long waiting list for the operation, a large number of children are found no longer to need the operation by the time their turn comes (Dey 1952).
One should always try to decide what harm it will do to leave the tonsils where they are. There may be more attacks of tonsillitis for a time. There may be more otitis media. At least there will be no death from leaving the tonsils, and there will be no serious complications, whereas the operation is associated with a striking list of possible complications, including death. In the last ten years of the Quarterly Cumulative Index Medicus, there were approximately 280 articles about the complications of tonsillectomy. The Registrar-General reports about 40 deaths a year from the operation in this country, Wolman (1956) sent out questionnaires to 10,000 pediatricians and practitioners in the United States, and obtained the following results. The death-rate was 1 per 1,000 per year. The incidence of serious complications was 15 6 per 1,000 per year. Many had emotional sequelenight terrors, enuresis, and so on. Bakwin (1958) wrote that in the United States deaths from the operation between 1950 and 1957 varied from 220 to 346 per year. He discussed the well-known relationship between tonsillectomy and poliomyelitis, especially of the bulbar type. He concluded 'Here is a "disease", tonsil adenoid enlargement or infection, with virtually no mortality, and a therapeutic procedure for it which has a sizable mortality.'
Adenoids
It should be remembered that adenoids disappear or shrivel up as the child gets older, so that mere size is not necessarily an indication for operation, unless they are causing obstruction. With regard to hearing, not all agree that one can clear the orifice of the eustachian tube of obstructing lymphoid tissue without irradiation. However, I feel that the case for adenoidectomy is much stronger than that for tonsillectomy, because adenoids may cause considerable post-nasal obstruction, postnasal discharge and cough at night, recurrent otitis media, and a nasal speech, all of which are removed by adenoidectomy. Although I performed about 700 tonsil and adenoid operations on children last year, I propose to offer arguments against the operation in order to stimulate discussion, and to make some suggestions for reducing the numbers.
The Pathological Function ofthe Tonsil My thesis is that the function of the tonsil is to become infected with as many pathogens as possible in order to develop the appropriate immunity. This view is generally accepted and is further supported by the literature during the last ten years. Porcelli (1950) for example found that every tonsil shows signs of inflammation and that histological studies cannot distinguish between inflammatory and 'simple' hyperplasia. It appears that the tonsil becomes infected soon after birth and remains so throughout life. How then does the tonsil carry out its pathological function of normality? The tonsil's situation enables it to gather samples of ingested material into the crypts, where the immune process is instigated. The mechanism of the crypts has been investigated by Pirro (1953 Pirro ( , 1954 . He postulates a functioning unit consisting of lymphoid follicle and associated crypt epithelium, the rate of proliferation or exfoliation of the epithelium being constantly adapted to the changing conditions affecting the unit. The material in the crypts consists mostly of this exfoliated epithelium, and leucocytes; it also contains not only the everyday cocci, but also viruses and the larger unicellular organisms such as actinomyces, amcebi and histoplasma which present an increasing interest. There may be other pathogens awaiting discovery. Some of these organisms may remain in an inactive phase until a suitable occasion when changes in the host or in the relative bacterial flora may react to their advantage.
The wall of the crypt separating it from the lymphoid reticular spaces is infiltrated by lymphocytes and, when necessary, polymorphonuclear cells. This wall appears to be the battlefield be-tween the inhabitants of the crypts and the resources of the tonsil. Ordinarily toxic and other substances are absorbed and neutralized by lymphocytes or other cells particularly plasma cells and this process produces a degree of general immunity. If the enemies are too many or too strong the wall may break down and it may be necessary for polymorphonuclear resources to be called inindeed the enemy may occupy or destroy the follicle. The resulting battle will involve not only the laying down of fibrous tissue by the mast cells but also the regeneration of both follicles and cryptsa process which can be easily observed in the base of the tonsillar fossa following tonsillectomy. There are abundant neural elements and microganglia throughout the tonsil, which no doubt control the blood supply and the function of the lymphoid tissue. The many sensory nerves may have the function of reporting to the brain what is going on and in particular one could guess that a sore throat is an indication to its owner that nothing more should be ingested until a sufficient immunity has been developed.
The vascular supply consists of the capillary network in the germ centres and loops to the lymphoid reticulum. Arteriolar control has been postulated by Amati (1954) who describes arteriolar pads or thickenings which may have the purpose of diverting the blood into various parts of the organ. Variation in the structure of the venules, too, points to some function as yet not fully understood.
While the remaining lymphoid tissue in the throat certainly partakes of the attacks of infection, the faucial tonsil seems to take the major part. Is this due to its position or to the tonsillar crypts? I would very much like to know whether these interesting structures are as well developed in other species and with what incidence of infectious episodes.
I hesitate to mention the biochemical and immunological aspects as I find them difficult to understand. From the work of Schurmann (1954) and Imai (1954) it is clear that immune bodies are produced by the tonsil. It has also been shown that the production of antibodies and the leucocytosis is reduced if antibiotics are given in acute tonsillitis. The-allergic reaction nowadays is of increasing importance, but there is little histological evidence of specific changes. Dougherty (1952) has discussed the relation of the adrenals and other endocrine organs to the tonsils; it is clear that gonadal and adrenal hormones inhibit the development of lymphatic tissue and, conversely, children who are said to have enlarged tonsils have been found to have a diminished adrenocortical activity. Furthermore Pagnini (1953) found an increased adrenocortical activity following tonsillectomy (but can this be due to fear?).
It would seem a pity to remove this organ which is delicately poised and controlled and whose position and function is to help the body to develop immunity, and especially to remove it before it has developed this immunity or while it is in the process of doing so. To remove a tonsil because it is infected is clearly unreasonable since every tonsil is infected. Unless the immune process can be safely relegated to the remaining and possibly less efficient lymphoid tissue, the longterm effect of tonsillectomy is likely to be lack of resistance to infection in later years (Holmes & Williams 1958) . This has been suggested by the many opponents of surgery.
The Balance ofControversy Whatever may be said against tonsillectomy it is clinical fact that for two thousand years it has proved at times a necessary and successful operation. Many are the grateful parents of the children whose tonsils and adenoids we have removed; but some think we perform this operation too often without benefit. That is the purpose of this Discussion, to balance the dangers of surgery against the advantages of operation.
I have already outlined the theoretical dangers. The practical dangers are many, as Professor Illingworth has emphasized. It is enough for me to add that the operation is for the child and parent an ordeal and for the surgeon a soul-destroying repetition of a procedure which can suddenly become a difficult and grave responsibility.
The main advantage is that freedom from tonsillitis attacks will lead to both clinical and social improvement, together with the likely cure of some ear diseases by removal of the adenoids. This excellent result is encouraging; but we should always ask ourselves whether it is the result of surgery or if it is merely that the last and most dramatic treatment is the obvious cure of a selflimiting disease. This also applies to the other socalled 'results' of tonsillectomy: they are legion and have been the subject of the innumerable surveys which continue to appear in the medical press. These surveys are unreliable statistically and may be considerably affected by the bias of the investigator as well as by many other irrelevant and doubtful factors.
Indications for operation
Since every tonsil is infected, how can we decide that harm is being done and that operation is needed? Can we by scientific test discover the degree of infection or if the tonsil is a septic focus? Extensive reading in preparation for this paper has convinced me that there is no laboratory test which can help; for all the very many tests which have been devised have in turn been discarded by the various investigators. Histology and bacteriology have failed to prove that any tonsil large or small is or is not likely to be a septic focus.
The decision to-day is therefore purely clinical and it would be interesting to offer the same hundred cases to each member of this Section and to record the decision whether or not to operate. It is healthy to disagree, but I am sure that if we could rely a little bit more on science and a little less on art the number of sufferers from this operation could be considerably reduced.
My own views are, in brief, that the main-indications for adenoidectomy are diseases of the ear; but I have yet to see a pad of adenoids which obstructs the eustachian orifice except by allowing mucus to collect there. Repeated attacks of tonsillitis seem to be a sound indication for both social and medical reasons; but how many attacks is 'normal' -penicillin or no penicillin? How can I tell if a child is going to have more attacks and how many? It looks as if I am expected to be a prophet as well as a doctor. One thing I do know is that, if the tonsils are out there will be at least for a time no more tonsillitis and I am therefore tempted to aquiesce to what may be the unreasonable demands of parent and general practitioner.
Apart from the rare cases of respiratory obstruction caused by the disproportionate size of throat and tonsil, the other indications seem to depend on the theory of focal sepsis. I do not think I am the only one who still believes in this theory.; There comes a time in some children's lives when the tonsils, instead of carrying out their immunological functions, serve as a reservoir and disseminator of toxins and infection. Continued ill-health despite pediatric care seems to be the indication, in the absence of other factors and in the presence of some pointer that the throat is involved.
It appears that the indications for tonsillectomy are purely clinical. If the microscope is unable to distinguish between good and bad tonsils, ordinary examination is unlikely to be of much assistance; so we shall have to rely almost entirely on the history.
Pseudo-indications
The supposedly good results of tonsillectomy have encouraged both doctors and parents to seek out further indications for operation. These I am calling pseudo-indications and I suggest that by avoiding these we can reduce the number of operations considerably.
Enlarged tonsils and adenoids: in a centre where I worked for many years children used to be referred to me for 'treatment of enlarged tonsils and adenoids'. It took many years of propaganda before they were referred instead for my opinion. It is difficult to persuade parents and practitioners that the tonsil has other functions than just to be taken out when large. My propaganda has been that the tonsil varies in size; its size is relative to the size of the child's throat. If it is large, it may be doing its work extra well or recovering from an episode of acute infection. Anyway, how do we know that other organs that we cannot see are not also enlarged and should come out too? The smallest tonsils I have removed this year came from a child who had tonsillitis every month for a year and is now very well after tonsillectomy. Perhaps the smallness of the tonsils is an indication for removal as well as their enlargement! I have performed a piece of research in the matter of tonsillar size. I have weighed 87 pairs of tonsils directly after removal. Of these eleven pairs weighed * oz, seventy between * and * oz and six i oz. On the whole the younger children tended to have the smaller tonsils. Most of the children over 10 had the largest tonsils. This confirms the statement of Dougherty (1952) that lymphatic tissue growth does not follow a curve which merely reflects changes in body weight during ageing but exhibits a type of growth which is unique among the tissues of the body. Or, if you like, an average tonsil looks big in a small throat. Mathematically, if the tonsil can be regarded as a sphere, the difference in the diameters (or apparent size) of the low and high average weights is of the order of 1 to 1 -2. If the tonsil is 1 cm in diameter then the difference will be 2 mm and I defy anyone to judge this difference in the short interval of examination. Such remarks as enlarged tonsils, enormous tonsils and other superlatives are clearly inaccurate and can only relate to the relative size or prominence of the tonsil in the throat. A tonsil may be made to appear large by too firm pressure with the spatula.
The appearance of the throat: This seems to cause offence. Apart from its so-called enlargement the tonsil is called ragged, cryptic or unhealthy. The first two terms are descriptions of the normal; but the term unhealthy can mean little more than that the examiner is at a loss to find an excuse for surgical intervention. I should like to know what a healthy tonsil looks like, having of course previously decided what health is. I suggest that all these terms are meaningless and that the apparent size, prominence or colour of the pillars, specks of material on the tonsils or in the crypts or retention cysts have little or no significance and to remove tonsils for these reasons is an experiment unless there is sufficient history of disease attributable to the tonsils. I am sure that the history is the real indication for tonsillectomy and it is in taking the history that the real skill is required. In fact I suggest that there is really no need to examine the throat except to exclude some rare disease or congenital deformity (aberrant carotid for example). It is far more important to examine the teeth.
The importance of dental caries: To make three large wounds in the throat in the presence of gumboils and carious teeth containing decaying food seems dangerous. I suggest that six months should elapse after dental treatment before a further visit to the E.N.T. clinic is considered, as possibly by then the sore throats and glands will have subsided.
Halitosis and loss of appetite are not indicacions. The first is probably only a temporary annoyance and the second of emotional origin. Treatment of the mother is more rational than operation on the child. Unfortunately the shock of operation often cures the loss of appetite; tonsillectomy is therefore claimed to be the cure.
Neurosis: I have often wondered whether tonsillectomy is a national neurosis. Even among the lay public mention of tonsils may provoke a vigorous discussion as to whether they should come out or not. The word 'yank' is almost totally reserved for the operation. 'Good' children are often taught to show their throatsmuch to the dismay of their parents who have not seen a child's tonsils before. The family doctor is forced to examine the tonsils and he too may promote a doubt in the parents' minds that something may be wrong. In some places special E.N.T. clinics are held for school children who are referred by the school doctor with the thousand dollar question 'tonsils in or out?' These clinics are I think conducted better nowadays and the parent usually comes with the child. Nevertheless the reply to my request 'please tell me about Peter' is usually 'it's his tonsils, doctor'. On further questioning the mother will probably admit that her worst worry is the frequent colds not the attacks of tonsillitis. The E.N.T. consultant faced with all these preconceived ideas and a clinic of 20 to 30 children to be seen in a couple of hours or so may find it difficult to avoid putting them on the waiting list for operation which is the easier and less time-consuming course.
Research Problem Most of the articles I have consulted have been read as abstracts in Excerpta Medica as so many of them are in foreign languages. There is a conspicuous absence of British interest in this subject. I suspect that the cause is in our medical education, as our President mentioned in his Address (Otty 1961) . I can remember the thrill of my first tonsillectomies, but as registrar the interest started to wain and as consultant and head of department I have had little more than an administrative interest to maintain the established indications, a good standard of surgery and a short waiting list. I have no idea and I doubt if anybody else has, of the long-term (five-year) results of surgery or of the cases where we have refused to operate. Perhaps we are all too hard pressed by the great number of patients we have to see at each clinic. Perhaps there are too few academic posts in our specialty. I expect too that whatever Professor Illingworth and I may say many of us are unable or unwilling to reconsider or relinquish opinions which we have developed from experience or from the teaching of our predecessors despite the changing pattern of disease. An example of how diseases change is to be found in the 1937 edition of Thomson & Negus' 'Diseases of the Nose and Throat', which states 'acute tonsillitis sometimes occurs in children'. From my experience of general practice at that time I would agree that this was true. Nowadays, however, it is common to see children under 5 who have had as many as ten attacks described as tonsillitis, treated each time with oral penicillin. As far back as 1950 Wright said in his Semon Lecture 'it is estimated that some 40% of children suffer from recurrent tonsillitis'. Dubos (1958) wrote of acute tonsillitis, 'this benign self-limited disease may be transformed (by the administration of antibiotics) into an illness with two or three acute episodes in three or four weeks, each episode carrying the same risk of complications'. He goes on to suggest that if penicillin is to be given it should be continued for ten days.
My point is, are we going to continue in our present darkness of tradition, empiricism and expediency or are we to engage in some really serious British research, which may reduce tonsillectomy and allow us to get on with some more useful work? Since the subject was last discussed here (Proceedings, 1950, 43, 317) , except for more surveys there has been little or no British contribution. Apart from surveys the recent index of the Journal ofLaryngology contains no relevant contribution. The otherwise excellent annual reports of the Institute of Laryngology and Otology contain no reference except to the 15,000 odd tonsil and adenoid operations performed in the last ten years. I can find no reference in the Archives of Pwdiatrics.
May I suggest that the Medical Research Council or some other body take this on in a big way and that a wide committee be formed? This could consist of learned representatives of the interested faculties of physiology, anatomy, pathology, psychology, epidemiology, dentistry and so on, even including E.N.T. and paediatrics. Surely the combined brains of such a committee could institute research which would enable us to avoid tonsillectomy.
It is a remarkable fact that in this country nearly 25% of children are considered to be so abnormal that they have to have their tonsils and adenoids out, that more than 225,000 operations are performed every year, costing millions of pounds, and very little is done to prevent it.
Dr W J E McKee (Farnborough, Kent)
An Interim Report on a Tonsillectomy Survey A study is being carried out at Farnborough Hospital in an attempt, by using a statistically controlled series, to clarify the position of tonsillectomy in some children.
The plan was that children between the ages of 2 and 15 referred to a consultant surgeon for tonsillectomy should be randomly allocated into two groups, one for early operation, the other for control study, and a detailed comparison made of all subsequent illnesses. The child's health as a whole has been studied with particular regard to the duration of illness.
To overcome certain difficulties and obtain two statistically comparable groups it is necessary to exclude certain children. Firstly, those in whom it would be unethical in the present state of knowledge to withhold some operation, usually adenoidectomy with or without another procedure. This is a small group of children who have in addition to throat infections such problems as marked deafness, chronic otorrhoea, or chronic sinusitis. Secondly, there is a group of children in whom no benefit can be expected to show up in a comparison of health records. This will include children with symptoms unassociated witb throat infections, and others whose history suggests only one or two probable throat infections over the preceding twelve months. These were rejected. All the remaining and successive children referred for tonsillectomy were included in the study. They will have a common criterion, a history of three or more throat infections, such as tonsillitis, acute sore throats, or upper respiratory infections with acute anterior cervical adenitis, over the preceding twelve months, in addition to a variety of secondary upsets. They are the majority of children referred to these clinics for the operation.
Children accepted for the survey were randomly allocated into two groups: (1) For early operation, tonsillectomy with adenoidectomy.
(2) For control study. Operation was here to be deferred for the two-year study unless it should become urgent.
These two groups have a similar age and social class composition and are directly comparable.
To get accurate details of illnesses in both groups, families were visited two-monthly by one of the Survey's visitors, and an itemized questionnaire completed. Recorded illnesses were classified into groups in accordance with predefined symptomcomplexes to avoid dependence on prejudiced parental or other opinion for the diagnoses.
As expected there was some loss of cases: 11 children moved from the area, 5 were uncooperative and 21 controls had to be withdrawn for operation in the first year. This left 222 operated children and 154 controls.
Results
The mean overall incidence of illnesses over the first year falls from 7-1 in controls to 5 5 after operation, a 23% reduction (Table 1) . These figures include all illnesses, respiratory, gastrointestinal, infectious fevers, emotional upsets and so on. The reduction after operation is statistically significant. The principal source of this improve- Total illnesses 7-1 5-5 1*6 0 310 * Statistically significant ment is the highly significant reduction in respiratory illnesses and in particular those with prominent sore throat.
The incidence of colds, coughs, influenza and cervical adenitis unassociated with upper respiratory infections is not significantly different in the two groups of children. The only other class of illness to show a significant change is otitis media. Operated children have only half as much otitis media as controls, and though this reduction is not so significant as the figures for respiratory illness, it seems to be genuine.
It is an essential part of this study that the incidence of illnesses should not be the only criterion of change. One may have a reduction in illness, but there may be an increase in severity. A better criterion of a child's health is the duration of disability, and it was to obtain accurate details of school loss, confinement to bed or to the home, and medical attendances, that our system of visiting was designed. These numerical values are free from many of the uncertainties of diagnosing 'episodes' of illness. However, these criteria confirm the above trends over the first year. Table 2 . Operated children show a mean gain of ten days over the year, a 34 % reduction in days lost. For respiratory infections this reduction is 53 %, mainly caused by the improvement in acute sore throats, and is very significant.
A 65 % reduction in the home confinement from otitis media is also significant and confirms the earlier finding of a reduction in the number of episodes of this illness.
The only other class of illness to show a significant change in this respect is the gastrointestinal upsets. Here operation seems to result in an increased duration of illness, though the number of episodes is not significantly changed. Further study will clarify this finding.
The figures for school loss, confinement to bed and medical attendances, confirm these changes. There is, for example, a 50% reduction after operation in the school loss from respiratory illnesses over the first year.
Assessment by Age Groups
The illness experience of these children has been reassessed in three age groups: (1) Pre-school children, aged 2-4 years inclusive.
(2) Early school life, aged 5-7 years, when the majority of tonsillectomies are performed. (3) The later age group, aged 8-15 years.
A significant reduction in illness after operation is found in all age groups, for sore throats, total respiratory illness and the overall health experience. This result is confirmed by separate assessment of the reduction in episodes, school loss, the duration of confinement and medical attendance for these illnesses.
The reduction in otitis media is only seen to be significant for children aged 5-7 years, when this illness is most common. This is an interim report on the study and it remains to be seen if these trends are borne out in the second year.
A question arises out of this: 'To what part of the combined operation, tonsillectomy and adenoidectomy, are these changes due?' This is being studied on the same lines.
This work has been carried out under the auspices of the Nuffield Provincial Hospital Trust. The author wishes to acknowledge the assistance obtained from members of the Steering Committee, in particular, Dr D G Leys and Mr J F Lipscomb.
Mr E G Collins (Aberdeen) said that during the last thirty years he had taken part in many discussions on the tonsil problem. As Mr Thomas propounded his thesis, Mr Collins had suspected that part ofit was delivered more to convince himself than his audience. Though Mr Collins believed that tonsillectomy could be very beneficial, he agreed with many of the opinions expressed. Few would quarrel with Professor Illingworth's dictum that it was the patient who mattered most. Such was the hallmark of any good doctor, and laryngologists were fully as conscientious and -responsible as any other members of the medical profession. At one time, undoubtedly, too many tonsil operations had been performed, but the over-zealous operations were carried out for reasons based on lack of knowledge and also in the hope of achieving uniformly the same favourable result and improvement in the child's health that so often occurred. This hope was not realized and even yet our lack of knowledge on this subject had been by no means dissipated. Like Mr Thomas, Mr Collins found the decision of when to remove tonsils sometimes extremely difficult.
The function of the tonsil was the crux of the problem. Although, like many others, Mr Collins believed that the tonsil had an immunological function, the evidence for this was slender and for the most part the views of tonsil function rested on a mountain of hypothesis. Even the painstaking research which Mr Thomas had made into Italian literature and beyond the Iron Curtain was not entirely convincing.
Little was known about this, and laryngologists were not always logical; many would not hesitate to remove tonsils in an adult of, say, 20, who had had several sore throats, but would hesitate to do so in the child. They comforted themselves by saying that the immunological function had now passed and the tonsil had become a bed of infection.
Was there any real evidence of this or was it merely an opinion that had grown up owing to the fact that adenoids tended to atrophy at puberty ?
Nevertheless, this lack of knowledge of tonsil function did not justify its wholesale removal and the answer to Professor Illingworth's query as to what the consultant should do when he is in doubt about tonsil removal is akin to Punch's advice to those about to marry -'When in doubtdon't', but defer the decision about operation for six months or longer with re-examination of the child. Mr Collins had seen a child three or four times before deciding for or against tonsil removal and he had no reason to regret this. He considered that no decision about operation should be made when the child was seen in an attack of acute or subsiding tonsillitis, though occasionally one came across a case where the infection was temporarily controlled by chemotherapy or antibiotics but recurred immediately these were stopped so that the child's education was disrupted. In such a child it was reasonable to postulate that any immunological resistance the child had possessed had now been overcome.
As had been stated, bacteriological investigations, from which one might reasonably expect some help, had proved a broken reed but further advances might be made along these lines when knowledge of virology increased.
There seemed to be a common measure of agreement that history was all-important in the selection of cases for operation and he would concur with this. He agreed with Professor Illingworth and Mr Thomas that by and large the parent's description of what constituted a sore throat was unreliable and here he made a plea for more detailed information from the general practitioner. Many were very good about this but far too often one received a letter 'For Ts & As & oblige' with a question mark at the end of it which was worse than useless. After all, it was the general practitioner who had most knowledge of the severity of an attack but he emphasized that it was not the parents, not the general practitioner, not the school medical officer nor even the pwediatrician who must make the final decision but the laryngologist. Both Professor Illingworth and Mr Thomas had been inclined to dismiss examination of the throat as being of no value. In spite of their statements and the investigation of Epstein, Mr Collins still considered that evidence of fluid pus in the tonsil crypts should bear some weight in the final decision in favour of operation though it should not be the single factor in reaching a decision.
Similarly, he could not disregard entirely chronic enlargement of the tonsillar glands. Laryngologists were not unaware that chronic enlargement of these glands might be due to other causes, but he had little hesitation in asserting that chronic tonsillar sepsis was the most frequent cause. Again, enlarged glands should seldom be the single factor in favour of operation and he admitted there were considerable variations of opinion as to what constituted 'enlargement'. Hfi definition would be 'easily palpable, and clearly visible when the head is turned to the side'.
The selection of cases for removal of adenoids should, in his opinion, be divorced from tonsillectomy. He agreed with Professor Illingworth that on the whole, in a young child, an enlarged adenoid mass was more important than enlarged tonsils. Nasal obstruction, frequent colds and aural symptoms would always lead him to consider the desirability of adenoid removal. It was well known that sinusitis might accompany enlarged adenoids and should be sought for on clinical examination. Fortunately the majority of cases would clear up once proper nasal ventilation was established though some would require concomitant or further treatment.
He supported Mr Thomas's appeal for further investigations by a British team on this important subject and in this respect welcomed the interim report of Mr McKee. So far his results approximated closely to those of Kaiser and his final report was awaited with interest. Mr Collins made three assertions on points not covered completely in the papers: (1) The standard of operative technique in tonsillectomy was considerably higher than it had been twenty years ago and the stigma of tonsil remnants was a comparative rarity. (2) Not nearly enough attention was given to the post-operative care of the child and the establishment of proper nasal ventilation.
(3) The question of cross-infection from other members of the family did not receive the attention it deserved.
Dr D H Garrow (London) said that Dr McKee's figures were undoubtedly significant but what did they signify? After operation it was reasonable to suppose that parents would tend to send their children off to school more readily and call their family doctor less often. His figures would then be an indication of the relief of parental anxiety rather than a measure of the value of a surgical procedure.
He (Dr Garrow) was a pediatrician and considered that the decision as to whether a child should have the tonsils and adenoids removed should be made by pediatricians. The pwdiatrician had more time to take a careful history, which could not be done in a few minutes. As a parent himself he could vouch for the fact that histories given in a hurry were often inaccurate.
It took about three-quarters of an hour to take a reasonably adequate history and even then it was often difficult to be sure of the actual severity of the symptoms.
Through the courtesy of one of his E.N.T. colleagues he had been allowed to study person-a1ly, 20 patients from the Ts & As waiting list.
Many of these children had remained symptom free for a period of three years. In only one case had he considered the operation to be indicated. This was carried out and the result was extremely satisfactory.
Dr Hugh Jolly (London), referring to Dr Garrow's statement that the pvdiatrician was the only person who should decide on the removal of tonsils and adenoids, said that this statement should not go unchallenged and perhaps thereby be regarded as the view of all pediatricians.
He did not consider that it should be for the pediatrician to decide, nor the E.N.T. surgeon, but rather a combination of both. For the past nine years in Plymouth he had worked in a joint clinic with an E.N.T. colleague, Mr Dennis Barley; by this means he had learnt a great deal and they had certainly modified each other's views on the subject. The value of such joint consultations was inestimable as well as assisting each consultant to speak the other's language. He felt it would be wrong if the decision as to the removal of tonsils and adenoids should be regarded as the sole prerogative of either specialty.
Mr R Thomas, referring to Dr McKee's paper, said he had noted the increase of gastro-intestinal infections following tonsillectomy and mentioned that his own daughter had developed a fulminating appendicitis and peritonitis one and a half years after tonsillectomy. He had heard of other cases.
He again emphasized that future research should be undertaken, not to justify tonsillectomy or to try and prove that it was unnecessary, but to prevent the diseases which might lead to the operation.
